The physician-patient relationship is at the heart of patient care. Dr. Michael Kahn proposed a checklist of six behaviors, defining "etiquette-based medicine", as a strategy to start each encounter respectfully and improve patient-physician rapport. OBJECTIVE: To assess performance of "etiquette-based medicine" in the inpatient setting. DESIGN, SETTING, AND PARTICIPANTS: Cross-sectional observational study using time-motion techniques between May and July, 2009. Eight hospitalists were randomly selected at each of three hospitals in the Greater Baltimore area. Each time the physician entered a patient's room, a single observer recorded whether the "etiquette-based medicine" behaviors were performed: (1) knocking or asking to enter the patient's room, (2) introducing oneself, (3) shaking the patient's hand, (4) sitting down in the patient's room, (5) explaining one's role in the patient's care, and (6) asking about the patient's feelings regarding his or her hospitalization or illness.
INTRODUCTION
When a person is admitted to a hospital, he or she must wear a gown, sleep in an unfamiliar bed, and take on the identity of the "patient". Physicians, as leaders of the healthcare team, have a professional and moral obligation 1 to ensure that patients feel welcome and comfortable in their new surroundings. It is disquieting, yet unsurprising, that the majority of inpatients cannot identify the names or even the roles of the physicians who are caring for them. [2] [3] [4] Pressure is mounting from the public and payers for physicians to provide more patient-centered care, 5 which has been shown to improve the patient experience and clinical outcomes. [6] [7] [8] Patient satisfaction with providers is being publicly reported 9 and beginning in fiscal year 2013, a fraction of Medicare reimbursement for many hospitals may be influenced by patient satisfaction and service. 10 Kahn suggested that the practice of "etiquette-based medicine"-simply treating the patient courteouslymay lay the groundwork for therapeutic physicianpatient relationships. 11 He outlined six behaviors to be performed at the beginning of a patient encounter that could be transformed into a checklist to promote physician etiquette. We conducted this study to assess the current practice of etiquette-based medicine in the hospital setting.
METHODS

Design
This was an observational study of hospitalist physicians using time-motion techniques between May and July, 2009, at three institutions in the Greater Baltimore area.
Setting and Subjects
Two hospitals were academic medical centers, and the third was a community hospital. All three hospitals provided 24-7 hospitalist coverage, and the observed hospitalists worked on non-housestaff services.
All hospitalists from the three institutions were invited to participate in the study by email. All but one hospitalist was agreeable to being observed. Among those willing to participate and scheduled to work a daytime non-admitting shift during the study period, eight physicians from each hospital were randomly selected using a web-based randomization program. Each hospitalist signed a written consent form to be part of a research study to understand how their time was being spent.
Data Collection
The same observer shadowed 24 hospitalists during one entire daytime shift on a non-admitting day. Each time the physician entered a patient's room, the observer recorded whether the physician performed the six behaviors of etiquette-based medicine: (1) knocking on the door or asking to enter the patient's room, (2) introducing himself or herself by stating his or her name for the patient, (3) shaking hands with the patient, (4) sitting down at any time when in the patient's room, (5) explaining his or her role in the healthcare team, and (6) asking about the patient's feelings regarding the hospitalization or the patient's illness.
Hospitalists were aware that they were being observed as part of a time-motion study, but were not aware that specific behaviors were being recorded. Patients were also not aware that these behaviors were being recorded; if they asked why the observer was present, they were told it was for a study to observe how physicians spend their time.
The number of minutes physicians spent on each patient encounter and the total amount of time in "direct patient care" (i.e. time spent with patients or their families) was recorded by the observer. Physician demographic information and characteristics of the workday were collected from each physician on the day of their shift.
Physician-specific Press-Ganey survey data were gathered from the hospital's data set for all patients discharged from July 1, 2008 through December 31, 2010 for 23 of the 24 physicians. These physicians had an average of 80.1 surveys attributed to them over this time period. The patients that were seen on the observed shift were not specifically surveyed as part of this study. Press-Ganey is the most experienced and widely used vendor of patient satisfaction surveys and counts 50 % of U.S. hospitals among its clients. 12 It draws patient samples electronically from a census of patients provided by client hospitals and then mails surveys directly to patients' homes within 1 week of discharge. 13 After data collection, data was de-identified so that all researchers were blinded to the identities of the physician participants. The study was approved by an institutional review board at the Johns Hopkins University School of Medicine.
Measures
Etiquette-Based Medicine (EtBM) Behaviors. Each behavior was recorded for each patient on the first encounter of the day. A physician-specific EtBM score was defined as the frequency of performance of all behaviors. Counts for each behavior and total EtBM score were converted into percentages. Physician-level EtBM measures were positively skewed, but skew and kurtosis measures fell within acceptable limits.
Physician Demographic and Workday Characteristics. Physician characteristics were treated as covariates and included age, gender, the number of years as a hospitalist, and whether the hospitalist had administrative or leadership responsibilities. Five workday variables were treated as independent variables and measured: (1) whether the setting was a community or academic hospital, (2) the number of patients seen that day, (3) the number of patients new to the physician, (4) average number of minutes each physician spent with patients during the shift, and (5) the amount of time spent with each patient at the first encounter of the day. Skewness and kurtosis for all continuously measured covariates fell within acceptable limits.
Press-Ganey Patient Satisfaction Items. Press-Ganey calculates a composite physician rating which is the average of responses to five questions for which patients rate satisfaction with providers using a 5-item Likert scale in the following areas: (1) concern for their questions/ worries, (2) friendliness/courtesy, (3) skill, (4) ability to keep the patient informed, and (5) time spent with the patient. Press-Ganey converts all responses to a 0 to 100 point scale when reporting the data. 13 
Data Analysis
Summary and descriptive statistics were used to characterize the physician population and aspects of their observed shifts. We computed the frequency with which the physicians performed each of the six EtBM behaviors during the first encounter of the day with every patient, and with the subset of patients whom the physician had not met before (patients who were "new" to the providers).
Bivariate analyses were performed to assess associations between physician or workday characteristics with each of the EtBM behaviors and the EtBM score. Independent physician characteristic predictor variables were dichotomized at the physician group median for continuous variables. Disaggregated data was analyzed when both the independent and dependent variables were measured at the physician encounter level. For all other analyses, data was aggregated at the physician level. T-tests and chi-square tests determined significance, at p<0.05.
To examine the relative contribution of physician characteristics and each workday characteristic on observed EtBM behaviors, we conducted a series of multiple linear regression equations predicting each of the seven outcome measures (i.e. EtBM score and each EtBM behavior). To avoid multicolinearity and inclusion of too many predictors, each model included the four physician demographic characteristics, as covariates, along with one of the four physician-level workday characteristics, as an independent variable. Each model estimated the contribution of the workday variable over and above the influence of physician demographic control variables. Aggregate physician-level percentages were used as outcome variables for multivariable regression modeling; therefore outcomes were measured on a continuous scale, and all multivariable models used individual physicians as the unit of analysis. For ease of interpretation, we centered all continuous variables prior to regression analysis 14 and reported unstandardized beta coefficients. 15 Regression analyses were performed using SPSS v20.
On an exploratory basis, we investigated construct validity based on the expectation that physicians with higher frequencies of EtBM behaviors would receive higher patient satisfaction ratings by their patients. We computed Pearson correlations for each of the EtBM outcomes versus each physician's composite Press-Ganey score.
RESULTS
Twelve of the 24 physicians in this study were female, and participants had a mean age of 35.3 years (Table 1) . Five physicians reported having administrative duties. While 12 physicians reported some educational role, none had education activities that accounted for more than 10 % of their effort.
During their observed shifts, the physicians collectively saw 226 unique patients, including 89 patients whom they had not seen on the previous day or at an earlier time during the incident hospitalization. They had 389 patient encounters, and each patient was seen a mean of 1.7 times. Physicians cared for an average of 9.4 patients during a shift, 3.8 of whom they had not met on the previous day.
The average length of the shift was 9.9 h (SD=1.9). Overall, 18 % of hospitalists' time was spent in direct patient care and 60 % in indirect patient care (mostly on documentation).
The average composite Press-Ganey scores for the physician sample was 82.9 (78.4-88.1, SD=2.5), and over the same time period for the average for hospitals in the state of Maryland was 85.2.
Performance of Etiquette-Based Medicine Behaviors
Of the six measured behaviors, not one of the behaviors was performed with a majority of patients, and physicians performed none of the six behaviors with almost a third of patients (30 %) (Fig. 1) . Physicians introduced themselves to most patients, but did not introduce themselves to more than a fifth of new patients (22 %), and did not explain their roles to a majority of new patients (56 %). Of the six behaviors, physicians were least likely to inquire about the patients' feelings about the hospitalization or illness, doing so with nine of the 226 patients (4.0 %), and six of the 89 new patients (6.9 %).
EtBM scores for the 24 physicians ranged from 3.7 % to 46.7 %, with a mean of 22.3 % (SD 10.9 %).
Unadjusted Associations Between Physician Variables, Work Factors, and Etiquette-Based Medicine Behaviors
If physicians were meeting the patient for the first time, physicians were far more likely to introduce themselves (78 % vs. 10 %, p<0.001) and explain their role in caring for the patient (44 % vs. 2 %, p<0.001), and physicians who saw more new patients had significantly higher EtBM scores (29 % vs. 18 %, p=0.010) ( Table 2) . When a physician spent more time with the patient on the first encounter, it was significantly more likely that five of the six EtBM behaviors would be performed. Likewise, spending a greater proportion of the shift with patients was associated with two behaviors and the EtBM score. Physician gender, administrative role, hospital setting, and total number of patients seen on the shift were each associated with one to two of the individual behaviors, but not EtBM score. Age and years of experience as a hospitalist were not associated with any EtBM behavior.
Multiple Regression Models of the Relation of Physician Variables and Work Factors to Etiquette-Based Medicine Behaviors
Control variables (gender, age, years of experience as a hospitalist, and administrative duties), accounted for 22 % of the variance for EtBM score, 28 % for asking to enter, 34 % for introducing oneself, 6 % for explaining one's role, 27 % for shaking hands, 50 % for sitting down, and 5 % for asking patients about the patients' feelings ( Table 3) . None of the independent variables were associated with EtBM score, although several aspects of the work day were associated with specific EtBM behaviors. Each additional patient seen was associated with a decrease in sitting down by 2.3 % of encounters, and an increase in asking to enter by 5 %. For each additional new patient, the rate of introducing oneself increased by 5.6 % and the rate of explaining one's role increased by 2.8 %. Each additional minute above the average number of minutes spent with patients was associated with an increase in frequency of shaking hands of 2.4 %.
Correlations Between Press-Ganey Data and Etiquette-Based Medicine
EtBM score was significantly associated with the Press-Ganey overall composite rating of the physician (r=0.49, p=0.019). The only specific EtBM behavior that was associated with the Press-Ganey composite rating of the physician was sitting down (r=0.46, p=0.026). Significant associations were not found for asking to enter (r=0.12, p=0.59), introducing oneself (r=0.26, p=0.23), explaining one's role (r=0.30, p= 0.16), shaking hands (r=0.24, p=0.28), or asking about the patients' feelings regarding the hospitalization or their illness (r=0.25, p=0.26).
DISCUSSION
In this assessment of physician etiquette, we found that physicians infrequently performed all the behaviors of etiquette-based medicine (EtBM), that physicians were more likely to perform the behaviors for new patients, and that EtBM performance was associated with Press-Ganey patient survey ratings. Our findings provide insight into how providers might offer greater courtesy, which in turn may result in an enhanced patient experience. While this is the first study to assess all six behaviors of etiquette-based medicine, the performance of certain individual behaviors has been reported in other studies. For example, our sample of hospitalists introduced themselves to new patients (78 %) somewhat less frequently than a sample of 19 primary care physicians observed over 123 encounters (89 %), 16 but more often than a sample of seven emergency department physicians over 33 encounters (64 %). 17 They also explained their role (44 %) more often than the same emergency department physicians (6 %). 17 Previous studies have found that only 10-32 % of inpatients can correctly name their physicians, [2] [3] [4] and fewer (11 %) can explain their physicians' role in the care that they are receiving. 4 Interventions aiming to improve patients' abilities to recall the names of their physicians have yielded varying degrees of success. 3, 18, 19 Our results show that hospitalists may be missing an opportunity to address this problem by reminding patients of their name and role. It is our belief that physicians, and other members of the healthcare team, should remind hospitalized patients of their names and their role in their care at least daily.
We found that spending more time with patients was correlated with increased performance of EtBM behaviors. Although some might infer that it takes longer to perform etiquette-based medicine, asking to enter the room, introducing oneself, stating one's role in healthcare, and shaking hands can likely be accomplished in several seconds. Others have corroborated that sitting down is not associated with longer encounters. [20] [21] [22] In light of this information, it seems that the association between EtBM score and encounter length is likely due to factors that were unmeasured, rather than it taking longer to perform the EtBM behaviors.
This study is the first to report the association between simple, discrete physician behaviors and Press-Ganey ratings of providers. Press-Ganey is the most widely-used vendor for patient satisfaction surveys, and hospitals use this information to monitor provider performance and to provide feedback to individuals. While it is unknown if providers were rated more favorably because they performed EtBM behaviors, encouraging providers and teaching trainees to improve their own EtBM scores may be helpful for augmenting patient satisfaction. Of the six behaviors, sitting down was significantly associated with Press-Ganey ratings. Patients prefer to have physicians sit down when talking to them, 22, 23 and patients perceive that physicians who sit spend more time with them. 20, 22 It is unimaginable that any physician would consciously and purposively practice the opposite of etiquette-based medicine: entering a patient's room without warning, standing over the patient, not introducing oneself or one's role in the patient's care, and failing to show any interest in the patient's perspective. However, contemporary hospitals are complex and factors that include physical space, work flows, and demands imparted on physicians may conspire to make physicians forego these overt displays of courtesy. While there are undoubtedly many explanations for why the hospitalists in our study did not perform the behaviors of etiquette-based medicine for every patient, we are hard pressed to elaborate compelling arguments as to why they should not have performed them. The use of an EtBM checklist may enable physicians to routinize simple discrete behaviors that could start every physician-patient encounter in a respectful way.
Several limitations of this study should be considered. First, the generalizability of our results to other hospitalists and other types of physicians is not known, although the decision to observe 24 physicians working at three different hospitals for 10 h allowed us to witness a large number of patient encounters. Second, physicians were aware that they were being observed, which may have altered their behavior; albeit they were not aware EtBM behaviors were being recorded. Third, one observer shadowed all physicians and attempted to use the same criteria for recording all behaviors. It may have been preferable to have multiple observers and to assess interrater reliability. Fourth, some patient factors, such as a patient's ability to communicate or cultural preferences, may influence physician behavior; however, it seems likely that most patients would not object to the performance of EtBM behaviors. Fifth, environmental factors may influence some behaviors. For example, the doors to patient rooms were often closed at the community hospital, which may explain why its physicians asked permission to enter more consistently. Similarly, there are not always places for physicians to sit in a patient's room. Sixth, some physicians may consciously elect not to shake hands with patients due to heightened attention for nosocomial infection. However, we saw that most of the physicians shook hands with some patients and not with others. Finally, the study design does not allow us to determine whether performing these six specific behaviors directly influences the patient-physician relationship or clinical outcomes. Etiquette has been described as "the act that opens the social space" 24 and as an "essential moral quality for a physician". 25 Our study suggests that there may be an opportunity for physicians to improve their etiquette in inpatient settings. The opening of the clinical encounter has been largely neglected in the medical literature, 16 and there is no consensus on how to initiate interactions with patients. 26 Kahn's etiquette-based medicine model, serving as a checklist of patient-centered behaviors, has the potential to start every patient encounter properly. Using such a checklist may allow healthcare providers to start every patient interaction with overt displays of respect and humanism.
